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Harnessing the Power of Difference: Colonialism
and British Chronic Disease Research, 1940–1975

Martin D. Moore*

Summary. Recent studies of post-war chronic disease epidemiology have generally focused on the
histories of research in the USA and UK. Using the archival records of a major British funding body,
the Colonial Medical Research Committee and its successor the Tropical Medical Research Board,
this article demonstrates the advantages of bringing a post-colonial analytic to this historiography. It
highlights how the administrative and medical interests in population difference at the centre of the
new epidemiology came to map onto political apparatus initially created to know, reform and govern
colonial subjects.Althoughdetachedfrom imperial aims,Britishmedical scientistsnonetheless attached
value to colonial populations on the basis of British benefit and turned various sites into laboratories to
extract it. This relationshipdid not diewith the endof imperial rule. British scientists continued topursue
chronic diseaseepidemiology in former colonieswell into thepost-warperiod, informingdebates about
Britain’s own public health concerns.
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In 1964, the social medicine academic Jerry Morris published a greatly expanded second
edition of his renowned book, The Uses of Epidemiology. As Morris noted in an earlier
preface for the work, a key aim for the text was thinking through how novel techniques
in epidemiology might be deployed to confront the apparent increase of non-infectious
diseasemortality in themiddle aged, and in particular inmiddle-agedmen.1 Foreshadowing
current-day discourse, Morris conceived of mortality from conditions like coronary heart
disease (CHD) in this population as a ‘modern epidemic’, one that could not be stemmed
by the sanitary and environmental interventions inherited from the nineteenth century.2

Instead, building on previous work, Morris advocated identifying the ‘ways of living’ that
underpinned the rising tide of mortality, and using this knowledge to alter them ‘without
having to scrap western civilisation’.3

Yet, as Morris admitted, his conception of chronic diseases as resulting from numerous
culturally inflected personal behaviours, held its own challenges, as well as promises. In
particular, he felt future work would need to untangle the links between the many
apparent causes involved, and to understand the effects of behaviours ‘so common and
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so widespread, so highly interrelated and all pervasive in modern industrial societies’ that
they could rarely be isolated, either conceptually or effectively, in single studies.4

Onemethod thatMorris felt offeredhope forgeneratinghypotheseswas thecomparative
study of populations. For some purposes, a comparison between rural and urban locations
within the samenationmight suffice. However, he sawmorepowerful accounts as resulting
from comparing populations living in more starkly divergent living conditions. Lacking
the defining, and potentially pathological, features of modern society, communities ‘at an
early stage of social and economic development’ supposedly provided opportunities for un-
tangling webs of causation for various diseases.5 As Morris was very well aware, this was a
programmewhich had formed the basis of substantial British research intoCHDand related
conditions during the decade prior to the publication ofUses.Moreover, it was an approach
to ‘evidence-based’ chronic disease prevention that Morris himself would defend within
high status research bodies into the decade after it.

Despite the interest that British epidemiologists began to pay to colonial populations
in light of this new methodology, the interconnections between chronic disease research
and colonialismhavenot beendiscussed in recenthistories of chronicdisease and risk-factor
epidemiology.6 The expansion of epidemiological and public health interest into non-
infectious disease has been well discussed, and in the British context Morris’s work itself
has provided a bellwether for broader trends.7 Nonetheless, historians have framed Britain’s
‘NewPublicHealth’primarily intermsoftheriseofEuropeannetworksandofAnglo-American
exchange,andtheygenerallyhavenotconsideredthemanner inwhichBritaincontinuedtobe
shaped by its imperial connections during and after decolonisation.8

Using amixture of publishedmaterial and the records of amajor British funding body, the
Colonial Medical Research Committee (CMRC, later the Tropical Medical Research Board),
this article reasserts the importance of Britain’s empire in Britain’s own post-war encounter
with chronic disease. FocusingonBritish research into amajor public health concern—CHD,
and predominantly the risk factor hypertension—it argues that the new epidemiological
drive for studying cultural, social and biological difference led British researchers to turn

4Ibid., 172, 188–95.
5Ibid., 241–3.
6Luc Berlivet, ‘“Association or Causation?" The Debate
on the Scientific Status of Risk Factor Epidemiology,
1947–c.1965’, in Virginia Berridge, ed., Making Health
Policy: Networks in Research and Policy after 1945 (Am-
sterdam:Rodopi,2005),39–74; JeremyGreene,Prescrib-
ing By Numbers: Drugs and the Definition of Disease
(Baltimore: Johns Hopkins University Press, 2007);
Carsten Timmermann, ‘Appropriating Risk Factors: The
Reception of an American Approach to Chronic Disease
in the two German States, c.1950–1990’, Social History
of Medicine, 2012, 25, 157–74; Élodie Giroux, ‘The Fra-
mingham Study and the Constitution of a Restrictive
Concept of Risk Factor’, Social History of Medicine,
2013, 26, 94–112. There is one brief reference to the
American use of ‘economically underdeveloped coun-
tries’ for atherosclerosis research in: Gerald
M. Oppenheimer, ‘Profiling Risk: The Emergence of Cor-
onary Heart Disease Epidemiology in the United States

(1947–70)’, International Journal of Epidemiology,
2006, 35, 720–30, 721.

7George Weisz, Chronic Disease in the Twentieth
Century: A History (Baltimore: Johns Hopkins University
Press, 2014); Dorothy Porter,Health Citizenship: Essays
in Social Medicine and Biomedical Politics (Berkeley:
University of California Press, 2011), 154–81.

8Mark Bufton and Virginia Berridge, ‘Post-War Nutrition
Science and Policy Making in Britain c. 1945–1994: the
Case of Diet and Heart Disease’, in D. Smith and
J. Phillips, eds, Food, Science, Policy and Regulation in
the Twentieth Century: International and Comparative
Perspectives (London: Routledge, 2000), 207–21;
Virginia Berridge, ‘Medicine and the Public: The 1962
Report of the Royal College of Physicians and the New
Public Health’, Bulletin of the History of Medicine,
2007, 81, 286–311; Virginia Berridge, Marketing
Health: Smoking and the Discourse of Public Health in
Britain, 1945–2000 (Oxford: Oxford University Press,
2007).
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colonial populations into research subjects.Whilst not inherently tied to imperial ambitions,
Britain’s deep colonial connections ensured that administrative and medical interests in
population difference mapped onto a political apparatus created to know, reform and
govern colonial subjects.9 Itwas an alignment predicatedupon colonial rule’s historical con-
struction—and attempted elimination—of otherness.10

This article recognises, however, that the coloniality at the heart of chronic disease re-
search was of a different kind to other colonial medical projects. Biomedicine here was
not a tool of imperial exclusion, norwas it part of a civilising,modernisingmission. Research
was thus neither about refiningmethods of control, imposing new norms of behaviour, nor
reshaping social and economic relations.11 Instead, researchers made use of colonial archi-
tectures—both during and after colonial rule—for the purpose of extracting lessons for
disease prevention in Britain. Engagement, in this sense, was about domestic populations
benefiting from the study of Britain’s ‘othered’ populations in a manner far more direct
than previous medical exercises.12 And benefits here were clearly linked to the emergence
of new concerns in Britain itself.

Of course, the researchers and institutions of interest here were not bound solely by co-
lonial and national state structures. As in earlier and alternative forms of colonial medicine,
Britain’s medical scientists moved smoothly in international circles. Similarly, both they and
their research units received finance and support from transnational charitable bodies and
health organisations.13

Yet, it is proposedhere that the engagement of chronic disease researchers in such circles
arose precisely because of their colonial and post-colonial experiences, whilst their engage-
ment in colonial enterprises restedupon integration inprominentBritish research structures.
This entanglement at various levels of research work gave the findings from colonial and
post-colonial territories the means to impact upon British medicine in return. Nation and

9Bernard S. Cohn,AnAnthropologist Among theHistor-
ians and Other Essays (Oxford: Oxford University Press,
1987); Helen Tilley, Africa as Living Laboratory: Empire,
Development and theProblemof Scientific Knowledge,
1870–1950 (Chicago: University of Chicago Press,
2011).

10Uday Singh Mehta, Liberalism and Empire: A Study in
Nineteenth Century British Liberal Thought (Chicago:
Chicago University Press, 1999); Nicolas Dirks, Castes
of Mind: Colonialism and the Making of Modern
India (Princeton: Princeton University Press, 2001).
For tensions and resistance: Megan Vaughan, Curing
their Ills: Colonial Power and African Illness (Cam-
bridge: Cambridge University Press, 1991); Frederick
Cooper and Ann Laura Stoler, eds, The Tensions of
Empire: Colonial Cultures in a BourgeoisWorld (Berke-
ley: University of California Press, 1997).

11DavidArnold,Colonizing theBody: StateMedicineand
Epidemic Disease In Nineteenth Century India (Berke-
ley: University of California Press, 1993); Michael
Worboys, ‘Tropical Diseases’, in W. F. Bynum and Roy
Porter, eds, Companion Encyclopedia of the History
of Medicine, Volume 1 (London: Routledge, 1997),

512–36; Kirk Arden Hoppe, ‘Lords of the Fly: Colonial
Visions and Revisions of African Sleeping-Sickness
Environments on Ugandan Lake Victoria, 1906–61’,
Africa: Journal of the International African Institute,
1997, 67, 86–105; Warwick Anderson, Colonial Path-
ologies: American Tropical Medicine, Race, and
Hygiene in the Philippines (Durham: Duke University
Press, 2006).

12Roberta Bivins has made a similar argument about the
novelty of tailoring tropical research to British health
needs, although she locates this as a post-colonial
characteristic. Here I suggest that this was a late-
colonial phenomenon related to the interest around
chronic disease: Roberta Bivins, ‘Coming “Home” to
(post)Colonial Medicine: Treating Tropical Bodies in
Post-War Britain’, Social History of Medicine, 2013,
26, 9.

13Ibid., 6–7; Anne Hardy, ‘Beriberi, Vitamin B1 and
World Food Policy, 1925–1970’, Medical History,
1995, 39, 61–77; David Arnold, ‘British India and the
“Beri-Beri Problem”, 1798–1942’, Medical History,
2010, 54, 295–314.
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empire, that is, not only shaped each other to the point of interdependency, but together
they also structured the mean flows of British interaction with international medicine.14

The remainder of this article will be divided into four sections. The first will outline the
emergence of Britain’s colonial research architecture, and the second the gradual inclusion
of chronic disease researchwithin its remit. Througha studyof the foundingandworkof the
Epidemiological Research Unit in Jamaica, the third section will then extend this history into
the postcolonial period, and consider the entanglednatureof its researchwithmetropolitan
problemsandknowledgebases. Thearticlewill concludeby rearticulating the importanceof
postcolonial frames of investigation for future scholarship on British post-war public health
and on international histories of chronic disease research.

Creating Research Architecture in the Colonies
The two decades after 1940 witnessed a significant shift in the organisation and scale of
medical research in the British Empire.15 Prior to this point, the colonies had provided
space for much investigation into nutritional deficiencies, as well as for research into a
hostof communicableandvector-bornediseases central to the scientific specialityof tropical
medicine.16 In terms of institutions, Britain’s Indian and South Asian territories possessed a
number of significant research centres, whilst academic and philanthropic bodies like the
Liverpool School of Tropical Medicine and the Rockefeller Foundation had also established
institutes in Caribbean and African colonies.17

In the period after 1940, however, colonial officials placed greater emphasis on colonial
development inAfrica and theCaribbean,with a concomitant effect on theway that the co-
lonial state engaged with medical research. During the 1920s and 1930s, colonial officials
had often framed development in terms of piecemeal infrastructure and public health
works, undertaken to improve the production and transport of various cash crops and
minerals for international export. In return, they hoped to generate demand for Britishman-
ufactured goods and improve employment rates in Britain.18 After 1940, a broader view of
development emerged, in light of not just wartime exigencies, but also violent colonial
unrest and severe domestic and international criticism of empire.19 Through a series of

14The mutual construction and interpellation of Britain
and its colonies isa theoretical commonplace. See:Fred-
erick Cooper and Ann Laura Stoler, ‘Between Metro-
pole and Colony: Rethinking a Research Agenda’, in
Cooper and Stoler, eds, The Tensions of Empire, 1–56;
Also: Catherine Hall and Sonya O. Rose, At Home
with the Empire:Metropolitan Culture and the Imperial
World (Cambridge: Cambridge University Press, 2006).

15Sabine Clarke, ‘The Research Council System and the
Politics of Medical and Agricultural Research for the
British Colonial Empire, 1940–1952’, Medical
History, 2013, 57, 338–58.

16Michael Worboys, ‘The Emergence of Tropical Medi-
cine: A Study in the Establishment of a Scientific Spe-
cialism’, in Gerard Lemaine, et al., eds, Perspectives
on the Emergence of Scientific Disciplines (The
Hague: Mouton & Co, 1976), 75–98; Michael
Worboys, ‘The Discovery of Colonial Malnutrition
between the Wars’, in David Arnold, ed, Imperial

Medicine and Indigenous Societies (Manchester:Man-
chester University Press, 1988), 208–25; Arnold,
‘British India and the “Beri-Beri Problem”, 295–314.

17The National Archives (TNA), CO 994/3, ‘Medical
Research in the Colonies—Short History of Medical
Research in the Colonies’, 1943; Colonial Office,
Colonial Research Committee Progress Report,
1942–1943, Cmd.6486, (London:HMSO,1943), 6–9.

18Michael Havinden and David Meredith, Colonialism
and Development: Britain and its Tropical Colonies,
1850–1960 (Abingdon: Routledge, 1996 [1993]),
160–74.

19Ibid., 187–205; O.Nigel Bolland, The Politics of Labour
in the British Caribbean: The Social Origins of Author-
itarianism and Democracy in the Labour Movement
(Oxford: James Currey, 2001), 382–8. Although, the
unintended consequence of a development focus
was the way it fostered drives for independence: Fred-
erick Cooper, ‘Modernizing Bureaucrats, Backward
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Colonial Development andWelfare (CD&W)Acts, Colonial Office officials gave greater em-
phasis to the creation of education and social welfare structures in amore paternalist mode
of governance.20 Although benefits to Britain were still expected, officials toned down dis-
courses of British advantage. Instead, they emphasised Britain’s role in ‘guid[ing] colonial
people along the road to self-government’.21 And in economic terms, agriculture rather
than industry dominated plans for the colonies, with civil servant and ministerial visions
for agricultural improvement dominated by a high-modernist technocratic ethos. Develop-
ment bodies thus produced a number of large-scale, state-led schemes, based around
mechanisation and technical knowledge.22

As SabineClarkehaspointedout, scientific researchmoved to the centreof this expanded
dedication to colonialmodernisation, operationalised through theCD&WActs.23 Although
scientific knowledge had previously been linked closely with the aim of colonial modernisa-
tion, the Acts went far and beyond the scope of previous Colonial Development legisla-
tion.24 By contrast to the £600,000 spent on research projects under the old Colonial
Development Act of 1929, the new CD&WAct of 1940 specified £500,000 per year for re-
search purposes, growing to £1 million p/a in 1945 and thereafter.25 Moreover, the end of
theWar alsowitnessed the creation of a number of University Colleges inAfrican andCarib-
beancolonies—somewithattatchedmedical schools—providing the institutional basis for a
developing research culture.26

As a result of these Acts, the Colonial Officewas placed in control of a substantial sum of re-
search funding,and it soughta technocratic solution toallocating itsbudgetandmanagingpro-
jects. Incorporating the expertise of eminent British scientists and research councils, the Office
created a series of committees to advise on its research activities. For medicine, it established
theColonialMedical ResearchCommittee in 1945 as a joint venturewith theMedical Research
Council (MRC).27 The political fortunes of the Committee have been discussed elsewhere.28

Africans, and the Development Concept’, in Frederick
Cooper and Randall Packard, eds, International Devel-
opment and the Social Sciences: Essays on the History
and Politics of Knowledge (Berkeley: University of Cali-
fornia Press, 1997), 64–92.

20Havinden and Meredith, Colonialism and Develop-
ment, 195–234.

21Ibid., 215, 231–2.
22Ibid., 276–98; JosephM. Hodge, ‘The Hybridity of Co-
lonial Knowledge: British Tropical Agricultural Science
and African Farming Practices at the End of Empire’, in
Brett M. Bennett and Joseph M. Hodge, eds, Science
and Empire: Knowledge and Networks of Science
across the British Empire, 1800–1970 (Basingstoke:
Palgrave Macmillan, 2011), 209–31. For ‘high mod-
ernism’: James C. Scott, Seeing Like a State: How
Certain Schemes to Improve the Human Condition
Have Failed (New Haven: Yale University Press, 1998).

23SabineClarke, ‘ATechnocratic Imperial State? TheCo-
lonial Office and Scientific Research, 1940–1960’,
Twentieth Century British History, 2007, 18, 453–80.

24Tilley, Africa as Living Laboratory.
25On earlier finance: Colonial Office, Colonial Research
Committee Progress Report, 4.

26Most notablewere those inMakerere (Uganda), Ibadan
(Nigeria),Mona (UniversityofWest Indies, Jamaica), and
Accra (Gold Coast, later Ghana): A. Landsborough
Thomson, Half a Century of Medical Research,
Volume Two: The Programme of theMedical Research
Council (UK) (London: HMSO, 1975), 211.

27Colonial Office, Colonial Research, 1946–47, Cmd
7151 (London: HMSO, 1947); Clarke, ‘The Research
Council Systemand thePolitics ofMedical andAgricul-
tural Research’, 340–3. Thesebodies had sought to co-
operate in this manner previously, but a mixture of
economic, political and personnel problems had seen
such institutions falter and fail: Jennifer Beinart, ‘The
InnerWorldof Imperial Sickness: theMRCandResearch
in Tropical Medicine’, in Joan Austoker and Linda
Bryder, eds, Historical Perspectives on the Roles of the
MRC: Essays in the History of the Medical Research
Council of the United Kingdom and Its Predecessor,
the Medical Research Committee, 1913–1953
(Oxford: Oxford University Press, 1989), 109–26.

28Thomson,Half a Century ofMedical Research, Volume
Two, 207–11; Clarke, ‘The Research Council System
and the Politics of Medical and Agricultural Research’,
348–56.
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Suffice to sayhere, though, that through its fifteen years of existence, theCommitteewasgiven
considerable autonomy to organise and allocate funding to applicants, albeit policy shifts
towards devolution and indigenisation during the 1950s saw its freedom to act gradually cur-
tailed.29 Nonetheless, through its continued policy of funding research units overseas, as well
as providing delegates to new regional institutions, the CMRC played a prominent role in
funding and overseeing research work in the colonies until 1960.30

The Emergence of Non-infectious Diseases as Targets
of Colonial Research

Between theCommittee’e creation in1945and its reformulation in1960, the vastmajority of
its funding was allocated to classic colonial and tropical medicine concerns.31 For instance,
between 1950 and 1954, the CMRC allocated £572,559 from the CD&W funds for research
and administrative purposes. Of this, £130,000 was spent on nutritional research at field
stations, and £212,000was spent on virus and vector-borne disease work,most prominently
on malaria programmes (£79,000).32 Even where the techniques applied to research were
novel—for instance, metabolic investigations of nutritional deficiency—the targets of re-
search were consistent with earlier colonial interests.33 Furthermore, continuing an earlier
tradition of colonial medicine, new overseas units and research programmes maintained
close connections with institutions or researchers in the UK.34 Colonial territories remained
the ‘field’ for UK researchers visiting to collect samples or data for analysis at ‘home’.35

Thus, while the Committee insisted that research should be driven by individual interests
and performed where most practicable, changes in scale and organisation at a service level
did not necessarily translate to a shift in the frameworks underlying colonial research.

One area in which the underpinning nature of research did change, however, was in
terms of funding for non-infectious disease research. Although consuming only a minor
proportion of total research expenditure towards the end of the Committee’s lifetime,

29Ibid., 353–6. Curtailment came primarily via the cre-
ation of regional advisory bodies for East Africa, West
Africa and the Caribbean, although these committees
themselvesmarkedtheentranceofcolonialstateentities
into medical research on a scale not seen before: Colo-
nial Office, Colonial Research, 1952–1953, Cmd 8971
(London: HMSO, 1953), 110–11; TNA, CO 913/7, ‘Re-
gionalisation of Medical Research in the British West
Indies’, 1954.

30On seats, for instance: Colonial Office, Colonial Re-
search, 1955–1956, Cmnd 52 (London: HMSO,
1956), 142. The CMRC provided direct funding to a
number of units after the mid-1950s, including a
block grant to major institutions like the Tropical Me-
tabolism Research Unit: Committee of Privy Council
for Medical Research, Report of the Medical Research
Council for the year 1955–1956, Cmnd 180 (London:
HMSO, 1957), 59.

31Here referring to the late nineteenth- and twentieth-
century concepts of tropical medicine. For a longer tra-
jectory: David Arnold, ed., Warm Climates and
Western Medicine: The Emergence of Tropical Medi-
cine, 1500–1900 (Amsterdam: Rodopi, 1996).

32Other major areas of expenditure were antigen reac-
tions to insect and animal bites (£28,000) scrub
typhus (£22,000), and helminthiasis (£17,000).
Figures exclude additional MRC spending, which
often accompanied CMRC funds. Trypanosomiasis
and Tse-Tse Fly investigations were not funded
through theCMRC,as a separateResearchCommittee
had been established to co-ordinate spending for
investigations of these concerns. Much of the remain-
ing money was spent on a block grant to establish
the West African Council for Medical Research
(£120,000): TNA, CO 913/6, ‘List of Colonial Develop-
ment and Welfare Schemes approved since 1st
October 1950’, 1954, 1–4.

33For a review of thework carried out during this period:
Colonial Office, Colonial Research, 1952–1953,
103–56.

34Clarke, ‘The Research Council System and the Politics
of Medical and Agricultural Research’, 351.

35For instance, note the short-term research visits dis-
cussed in: TNA, CO913/5, ‘Annual Report of theColo-
nial Medical Research Committee’, 1952, 2–3.
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interest in incurable non-infectious diseases increased significantly in the second half of the
1950s.36

Initial curiosity and investigations were often provoked by direct clinical experience with
‘abnormal’ variants of certain conditions. In the caseof diabetes, for instance, British interest
was raised following the publication of an article in The Lancet during 1955. In it, the author
purported to describe a clinically distinct ‘J-Type’ of the condition; a type in which patients
were young, thinand inneedof insulin toachievemetabolic control (like type1patients), but
whowere generally insensitive to insulin’s action andwhowere not liable to ketosiswithout
treatment (like type 2).37 This was not the first time that a specific ‘tropical’ variant of dia-
betes had been discussed in the British press.38 Unlike earlier in the century, though, this
time two academic clinicians from the University College of the West Indies followed up
this publication, undertaking further work into the clinical course and metabolic changes
in local diabetic patients, in conjunction with the MRC-funded Tropical Metabolism Re-
search Unit.39 Furthermore, this work helped to foster a significant debate over clinical clas-
sification inmainstreamBritish journals during the1950sand1960s—adiscussion revolving
aroundconcepts of tropical differenceoftenat theheart of classical tropicalmedicine.40 This
discussion even attracted clinicians based in Britain, who in light of the publication became
interested in the potential lessons to be learned by investigating their own postcolonial
populations in the UK. And, although initially sceptical, they too ultimately undermined
claims to a specifically tropical diabetic variation.41

Evidence of common chronic diseases in populations deemed socially andbiologically dif-
ferent to those ‘at home’ attracted British researchers, and ultimately prompted funding
bodies to demonstrate great interest in colonial populations. The 1950s and 1960s were
decades of significant change in the public health interests of British doctors, scientists
and policy makers. Whilst interest in ‘chronic disease’ as a broadly-conceived object of
policy did not really emerge until the early 1960s (and then only in a stuttering manner),
British epidemiologists and social medicine academics had nonetheless become interested
in the morbidity andmortality patterns of a range of non-infectious conditions.42 Receding
rates of infectious disease mortality were important in this regard, even if not sufficient
on their own to cause shifting attention.43 Important too, here, were methodological

36Unfortunately, no figures were compiled for chronic
disease work, but it is clear from the Colonial Office
files that research work increased after 1955.

37P. Hugh-Jones, ‘Diabetes in Jamaica’, The Lancet,
1955, 266, 891–7. Ketosis referred to a raised level
of acids in the blood, which if unchecked led to coma.

38David Arnold, ‘Diabetes in the Tropics: Race, Place and
Class in India, 1880–1965’, Social History ofMedicine,
2009, 22, 245–61.

39Colonial Office, Colonial Research 1956–1957, Cmnd
321 (London: HMSO, 1958), 181–2.

40British Medical Journal, ‘Diabetes in the Tropics’,
British Medical Journal, 1959, 1, 219–20. Also:
G.D.Campbell, ‘Insulin-IndependentYoungDiabetics
inNatal’,BritishMedical Journal, 1960, 2, 537–8.And:
Silas R. A. Dodu, ‘Diabetes in the Tropics’, British
Medical Journal, 1967, 2, 747–50.

41R. J. Jarrett and David Pyke, ‘Types of Diabetes’, British
Medical Journal, 1961,2,49–50.On imperialmedicine
as Britishmedicine and vice-versa: DouglasM.Haynes,
Imperial Medicine: Patrick Manson and the Conquest
of Tropical Disease (Philadelphia:University of Pennsyl-
vania, 2001).

42Weisz, Chronic Disease, 176–203; Berridge, Market-
ing Health, 23–51. For instance, H. P. Himsworth,
‘Diet in the Aetiology of Human Diabetes’, Proceed-
ingsof theRoyal Society ofMedicine, 1949,42,323–6.

43That is, declines in rates of diseases like TB had begun
long before the 1950s: Alexander Mercer, Infections,
Chronic Disease, and the Epidemiological Transition:
A New Perspective (Rochester: Rochester University
Press, 2014).
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innovations in studyingprevalence and causation, and shifts in the cultural expectations and
boundaries of medicine in relation to old age.44 Newmeans for establishing causative rela-
tionships in non-infectious diseases were mobilised as academic researchers and clinicians
framed chronic diseases less in termsof unavoidable degeneration andmore in terms of life-
style factors and culture.45 In the caseof heart disease, for instance, interwar scepticismover
the robustness of mortality figures slowly gave way, as links to sugar and fat consumption
emerged from British and international research during the 1940s and 1950s.46 Moreover,
novel techniques formeasuring themorbidity anddiseaseburden innationalisedhealth and
welfare structures also highlighted startling increases in linked conditions during the 1950s
and 1960s, doubling estimated rates of diseases like diabetes mellitus.47

The changing focus of a leadingMRC institution during this period, the Pneumoconiosis
Research Unit (PRU), symbolises these shifts in both epidemiological and public health con-
cerns.48 Initially interested in lung diseases of Welsh miners, by the early 1950s, the Unit’s
survey team had begun to move the research programme towards other common chronic
conditions.49 Researchers applied the method of community surveys used to study lung
disease and tuberculosis to the investigation of conditions like diabetes, hypertension and
rheumatoid arthritis. Whole, well-defined populations of the general public were thus
slowly enrolled in standardiseddiagnostic examinations, andalthough investigators had ini-
tially established comparativework as ameans to standardise themeasurements used, they
also held comparison as themeans to engage inpreventivework.Onceprevalence rates of a
specific condition were established, the scientific team argued, ‘clues as to aetiology …

would appear in two ways: (i) by establishing differences in prevalence of the same
disease in different areas, or between different occupations in the same area; [and] (ii) by
providing a complete unselected population of a particular disease groupwhose character-
istics can then be compared with a proper control group’, free from the disease, and
matched for key demographic characteristics.50 The difference in distribution of disease
between populations, that is, would offer indications as to the hereditary, physiological
and environmental factors generating disease, and thus offer opportunities for further

44David Armstrong, ‘Chronic Illness: A Revisionist
Account’, Sociology of Health and Illness, 2014, 36,
15–27.

45Weisz, Chronic Disease, 176–203; Dorothy Porter,
‘From Social Structure to Social Behaviour in Britain
after the Second World War’, Contemporary British
History, 2002, 16, 58–80. On connections with infec-
tious disease epidemiology: Morris, Uses of Epidemi-
ology, 2nd edn, 188.

46Bufton and Berridge, ‘Post-War Nutrition Science and
Policy Making in Britain’, 207–22. For instance, CMO
reports of the period recognised cancers and ‘diseases
of the heart’ as major killers, but debate continued as
to the utility of classification patterns for providing
meaningful results. For instance: Chief Medical
Officer of the Ministry of Heath, On the State of the
Public Health: Annual Report of the Chief Medical
Officer of the Ministry of Health for the Year 1931
(London: HMSO, 1932), 7–8.

47W. P. D. Logan, General Register Office Studies on
Medical andPopulationSubjects,No.7:General Practi-
tioners’ Records, An Analysis of the Clinical Records of
Eight Practices During the Period April 1951–March
1952 (London: HMSO, 1953). Working Party of the
Royal College of General Practitioners. ‘A Diabetes
Survey’, British Medical Journal, 1962, 1, 1497–1503.

48On the Unit: Andrew Ness, Lois Reynolds and
E. M. Tansey, Population-Based Research in South
Wales: The MRC Pneumoconiosis Research Unit and
the MRC Epidemiology Unit, Wellcome Witnesses to
Twentieth Century Medicine, 13 (London: The Well-
come Trust, 2002).

49Public Health, ‘WelshBranch’, Public Health, 1954, 68,
14–15.

50A. L. Cochrane and W. E. Miall, ‘The Epidemiology of
Chronic Disease in South Wales’, Proceedings of the
Royal Society of Medicine, 1956, 49, 261–2.
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research. Once such factors were elucidated, surveillance would need to be maintained to
follow-up associations over time.51

With the existence of prominent non-infectious diseases noted overseas, British research-
ers in the 1950swere quick to seize on the potential power of comparison between its own
populationsand thoseof its colonies.Aneditorial piece inTheLancetexpressed the logicand
motivation for this move clearly during 1956. It argued that British funders and researchers
should back ‘medical research in theCaribbean’because it ‘maypay big and rapid dividends
in the future’.52 ‘Help in theelucidationofdiseases common inBritain’ the journal proposed,
‘may well come from a study of the differences they show in areas like the Caribbean’.53 In
other words, difference, so long the historical technology of rule in the colonies, provided
the lens through which British medical scientists read disease in colonial populations, but
now for a very different purpose than government. Local clinical interests may have raised
awareness of chronic diseases in colonial locations, but British researchers and funders
framed their colonial engagements in terms of national benefit. They sought no role in
the putative colonial enterprise of reshaping life and society in the colonies, that is, aside
from making research subjects out of political subjects in the novel British fight against
chronic disease.

In fact, the shifting interests of the PRU also provided a means through which an epi-
demiological interest in population contrast in Britain mapped onto the colonies. In the
late 1950s, the two leads on the PRU community surveys—Archie Cochrane and Bill
Miall—applied to the CMRC for funds ‘to determine whether the techniques [developed
in Wales] could be applied in less developed areas, where the prevalence of [chronic] dis-
eases was thought to be very different’.54 Buoyed by their initial results, these researchers
gained grants for further studies in 1958–59, and applied to establish a new unit to
‘measure the prevalence and attack rate of a number of common diseasese’ and to
‘make a series of comparative studies between Jamaica and Wales’.55 Although focusing
particularly on cardiovascular disease, Cochrane and Miall argued that their work would
offer insight into thedistributionandpotential causesof anumberofmajor chronicdiseases,
and would thus ‘exploit the opportunities for… research [in Jamaica] and in the Caribbean
generally on a larger scale’.56

51David Armstrong, Political Anatomy of the Body:
Medical Knowledge in Britain in the Twentieth
Century (Oxford: OxfordUniversity Press, 1983), 36–7.

52The Lancet, ‘Medicine in the Caribbean’, The Lancet,
1956, 267, 897.

53Ibid.
54TNA, CO 913/10, ‘Proposals for Future Epidemiologic-
al Work in Defined Communities in Jamaica’, 1959,
1. Archie Cochrane led a fascinating and turbulent
life, serving in the Spanish Civil War, and being
interned in Salonika as a POW in the Second World
War, along with Bill Miall. Crucially, for this story, he
was a major figure in British epidemiology, and in
perhaps his most famous work, Effectiveness and Effi-
ciency, he criticisedwhat he sawas a lack of robust evi-
dence formanymedical procedures being undertaken

at that time. A. L. Cochrane, Effectiveness and Effi-
ciency: Random Reflections on Health Services
(London: Nuffield Provincial Hospitals Trust, 1972). It
is for this reason that the work is often heralded as a
key text in what would later become the Evidence-
Based Medicine movement, and it is after him that a
key institution in EBM’s global reach—the Cochrane
Collaboration—is named: Iain Chalmers, ‘Archie
Cochrane (1909–1988)’, Journal of the Royal Society
of Medicine, 2008, 101, 41–4.

55TNA, CO 913/10, ‘Minutes of the October 1959
Meeting of the CMRC’, 1959, 7; TNA, FD 20/1, ‘Pro-
posed Unit for Research in Epidemiology in Jamaica,
West Indies’, 1960, 2.

56Ibid.
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These potential opportunities for medical research in the Caribbean, moreover, inextric-
ably linked epidemiological interests with imperial politics. First, Miall and Cochrane saw
utility in the racial difference of the targeted population, and the social conditions prevalent
across the British Caribbean. As elsewhere in the Empire, race played a central role in struc-
turing political and economic life in the Caribbean colonies, and the structural legacies of
slavery continued to cast long environmental, social and cultural shadows.57 Medicine
had provided a prominent domain for articulating constructs of racial difference, and
whilst racialised discourses often focused on ‘unhygienic’ social practices, biological other-
ness nonetheless continued to provide a central investigative frame for mid-twentieth
century researchers.58 The ‘travellers’ tales… of a high prevalence of hypertension, rare is-
chaemic heart disease and atypical diabetes mellitus’were of interest, Miall and Cochrane
recalled, as Jamaica’s assumed biological and social difference provided them with an op-
portunity to profitably compare distribution and causation with Welsh communities.59

British interest in the interactions of biology and society in the production of disease thus
mapped neatly onto these colonial structures.

Secondly, as epidemiologists, Cochrane and Miall thought longitudinally, and sought to
link their work to colonial and post-colonial projects of modernisation. British projects for
colonial development had stoked interest in theories of modernisation during the 1940s
and 1950s, whilst decolonisation and the Cold War made the object of development the
concern of independent states and international agencies.60 Echoing earlier colonial prac-
tice, post-war policy makers and development agencies often saw medicine and public
health programmes as central to the process of development. Such programmes, they
believed, would both modernise the citizenry and remove health barriers to productive
labour and economic change.61 Cochrane and Miall, however, sought to turn develop-
ment’s concomitant transformations in social environment into a research opportunity.
The Caribbean, they believed, sat on the threshold of modernisation, and the new unit
would allow them to investigate the ‘influence of the expected rapid change in living

57On race, slaveryandCaribbeanpolitics in the twentieth
century: Bolland, The Politics of Labour in the British
Caribbean; Jason C. Parker, Brother’s Keeper: The
United States, Race, and Empire in the British Carib-
bean, 1937–1962 (Oxford: Oxford University Press,
2008).

58JennyReardon,Race to theFinish: Identity andGovern-
ance in an Age of Genomics (Princeton, NJ: Princeton
University Press, 2005). On medical knowledge and
race in the Caribbean: Juanita De Barros, Steven
Palmer and David Wright, eds, Health and Medicine
in the circum-Caribbean, 1800–1968 (London: Routle-
dge, 2009). For discussion of racialised social and cul-
tural difference: Jaunita De Barros, ‘“Improving the
Standards of Motherhood”: Infant Welfare in Post-
Slavery British Guiana’, in Juanita De Barros, Steven
Palmer, and David Wright, eds., Health and Medicine
in the circum-Caribbean (London: Routledge, 2009),
165–94. And for racial difference as a mid-century ex-
planatorymode:DavidMcBride, ‘RedMarly Soil:Medi-
cine, Environment and Bauxite Mining in Modern
Jamaica, 1938 to Post-Independence’, in Juanita De

Barros, Steven Palmer, and David Wright, eds.,
Health and Medicine in the circum-Caribbean
(London: Routledge, 2009), 249–67. For the complex
trajectories of race elsewhere in the empire:
Vaughan, Curing their Ills; Peter Robb, ‘South Asia
and the Concept of Race’, in Peter Robb, ed., The
Concept of Race in South Asia (Oxford: Oxford Univer-
sity Press, 1997), 1–76.

59TNA, ‘Proposed Unit for Research in Epidemiology in
Jamaica’, 1.

60Cooper and Packard, eds, International Development
and the Social Sciences; David C. Engerman, Nils
Gilman, Mark H. Haefele and Michael E. Latham, eds,
Staging Growth: Modernization, Development and
the Global Cold War (Amerherst: University of Massa-
chusetts Press, 2003).

61Randall Packard, ‘Visions of Post-war Health and De-
velopment and Their Impact on Public Health Interven-
tions in theDevelopingWorld’, inCooperandPackard,
eds, International Development and the Social
Sciences, 93–115.
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conditions on the pattern of disease’. In other words, to map epidemiology in conjunction
with economic change.62 The importance of such changing conditions to disease profiles
could not be studied within Britain’s own already-developed environs. They could,
however, be studied in the colonies, helping to disentangle the importance of certain cul-
tural behaviours, forms of socioeconomic organisation, and specific physiological markers
to the onset of chronic diseases over time. Via concepts of development, that is, epidemio-
logical interest aligned neatly with colonial politics and its legacies.

Finally, Cochrane andMiall also consciously tiedmedical opportunities to the administra-
tivemachineries and political ties forged through colonisation. As Cochrane andMiall put it
in their application for a unit, Jamaica hadbeen chosen for two reasons. First, because it had
a ‘predominantly English-speaking Negro population whose age statements could be
checked’ and, secondly, because even in the face of expected independence, researchers
wouldbeable to assume responsibility for health careprovision in specified areas.63 Further-
more, in terms of planned work for the 1960s, British medical scientists had already made
links with communities of interest in collaboration with existing research institutions in
the area. Cooperation, therefore, could be easily resumed upon the opening of the Unit.
Researchers thus valued Jamaican communities, both because they could be investigated
through a recently established cultural and institutional research infrastructure, and
because populations could accessed, communicated with, and registered in a survey’s
intense bureaucratic monitoring system.64 Both were products of British colonial projects.

Couched in a framework of utility and opportunity, Cochrane and Miall’s application
proved persuasive to the Committee, and to its successor the Tropical Medicine Research
Board (TMRB).65 After finishing up work remaining in South Wales, Miall returned to
Jamaica in 1962 to assume his position as Director of the new Epidemiological Research
Unit (ERU), Jamaica—an institute that the MRC explicitly discussed as a collaborator for a
twin institution in Cardiff.66 Developments in Britain may have prompted the initial interest
in chronic disease research, but it was colonialism that offered the conditions inwhich these
communities could be seen asmedically desirable, and subsequently be rendered studiable.
And as the next section will explore, institutions like the ERU and researchers like Miall pro-
vided the means through which colonialism in turn left its mark on British biomedicine.

The ERU, Hypertension and CHD: Researching and Preventing Chronic
Disease Post-decolonisation

The end of colonial rule did not dampen epidemiological interest in the power of difference
for elucidating causes of chronic diseases, and British funding continued to concentrate in
former colonial territories. Although only a recent and comparatively minor part of British

62TNA, ‘Proposed Unit for Research in Epidemiology in
Jamaica’, 2. For the same argument in African territor-
ies: J. A. Tulloch, ‘Diabetes in Africa’, in L. J. P. Duncan,
ed., Diabetes Mellitus (Edinburgh: Edinburgh Univer-
sity Press, 1966), 124.

63TNA, ‘Proposed Unit for Research in Epidemiology in
Jamaica’, 1–2.

64On bureaucratic monitoring: Armstrong, Political
Anatomy of the Body, 46–8.

65Committee of Privy Council for Medical Research,
Report of the Medical Research Council for the year
1961–1962, Cmnd 2075 (London: HMSO, 1963),
156–7.

66Committee of Privy Council for Medical Research,
Report of the Medical Research Council for the year
1960–1961, Cmnd 1783 (London: HMSO, 1962),
12, 149–50.
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overseas funding, British chronic disease research continued to operatewith a colonial edge
beyond the end of imperialism.67

There were, of course, significant political and infrastructure changes which institutions
like the ERU had to negotiate. Although the multiple agencies of the colonial state were
determined to keep the Empire together during the 1940s and 1950s, such an aim was
made impossible by economic difficulties, anti-colonial movements, and a changing inter-
national environment.68 Between 1957 and 1965, the vast majority of the empire was dis-
solved, with the most significant colonies for researchers achieving statehood.69

The creation of independent governments was also accompanied by international orga-
nisations intensifying their role inmedical research andpolicy-formation networks in former
colonial territories.70 To be sure, this was not a novel development. International agencies
and private philanthropies had penetrated colonial boundaries throughout the twentieth
century, andeconomicandpolitical linksbetweentheCaribbeanand theUSAhadalsoman-
ifested in American involvement in pan-imperial institutions.71 Nonetheless, interaction
between former colonies andbodies like theWorldHealthOrganisation intensified after de-
colonisation, in ways that would influence British interaction with newly-independent
states.

Finally, changewas also felt in Britain itself. In terms of chronic disease research, the Trop-
ical Medical Research Board replaced the CMRC as the key coordinating body for state-
funded research overseas.72 The Board had been created in 1960, following recognition
in the Colonial Office and the CMRC that a forthcoming wave of colonial independence
would make important sites of research ineligible for receipt of CD&W funds.73 Fear of
losing valuable research institutions convinced both the Colonial Office and the MRC that
change was required. The composition of the Board remained very similar to the previous
Committee, and it assumed responsibility for the institutions previously funded through
the CMRC.74 However, the TMRBwas brought into theMedical Research Council’s admin-
istrative structure, so whilst it continued to advise the MRC and the government depart-
ments responsible for Commonwealth relations, the Council provided the framework for

67Figures are difficult to come by due to categories used,
but after 1974, the Board estimated spending on
‘comparative epidemiology’ to reach approximately
10 per cent of its budget by 1980: TNA, FD 20/57, ‘Fi-
nancial Commitments: Forward Estimates by Subject
1976/77–1980/81’, 1974, Annex 4.

68John Darwin, Britain and Decolonisation: The Retreat
From Empire in the Post-war World, (London: Macmil-
lan, 1988), 17–25, 222–88.

69These were: Ghana (1957), Nigeria (1960), Jamaica
(1962), Trinidad and Tobago (1962), Uganda (1962),
Kenya (1963), and The Gambia (1965).

70Randall Packard, ‘Postcolonial Medicine’, in Roger
Cooter and John Pickstone, eds, Companion to Medi-
cine in the Twentieth Century (London: Routledge,
2003), 97–112; Vandana Shiva, The Violence of the
Green Revolution: Third World Agriculture, Ecology
and Politics (Pendang: Zed: Third World Network,
1991).

71Bivins, ‘Coming “Home” to (post)Colonial Medicine’,
6–7; Sunil Amrith, Decolonising International Health:

India and Southeast Asia, 1930–1965 (Basingstoke:
Palgrave Macmillan, 2006); Henrice Altink, ‘“Fight TB
with BCG”: Mass Vaccination Campaigns in the
British Caribbean, 1951–6’, Medical History, 2014,
58, 475–97; Tony Martin, ‘Eric Williams and the
Anglo-American Caribbean Commission: Trinidad’s
Future Nationalist Leader as Aspiring Imperial Bureau-
crat, 1942–1944’, The Journal of African American
History, 2003, 88, 274–90. For US–-Caribbean links
and pan-imperial bodies: Bolland, Politics of Labour
in the British Caribbean, 441–9.

72Thomson,Half a Century ofMedical Research,Volume
Two, 211–14.

73TNA, CO 913/11, Reorganisation of Medical Research
for the Tropics, 1960, 1.

74TNA, CO 913/11, ‘Minutes of the 50thMeeting of the
CMRC, July 1960’, 1960, 1; TNA, FD 20/1, Tropical
Medicine Research Board Terms of Reference and
Membership’, 1960.
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its decision making. The change meant that the Board’s interests were now subject to the
MRC’s changing priorities and financial fortunes to a far greater extent than before and,
as noted later, this would have important results during the financially straightened years
of the 1970s.

Opening on the eve of Jamaican independence, the ERUmoved across both the colonial
and emergent post-colonial order. On the one hand, its creation and construction owed
much to colonial structures. The MRC and Wellcome Trust provided funding for its capital
infratructure and early research programme, and it remained anMRCUnit in terms of its ad-
ministration.75On theotherhand,however, throughout the1960sand into theearly 1970s,
it received funds from international organisations like the WHO and, as the application for
the Unit made clear, researchers were aware of the need to take into account the wishes of
the newly independent government to garner support for its activities.76 In exchange for the
Government of Jamaica allowing the Unit tomonopolise health care for its chosen commu-
nities, for instance, the Unit undertook operational research to help assist state efforts
elsewhere.77

Yet, the core of the Unit’s research programme in the decade following its opening
remained deeply connected to the British debates that had powered its launch. This was
perhaps most visible in relation to its work around hypertension and arterial pressure. The
Unit’s work in this regard concerned a long-term prospective study of arterial pressure in
the defined rural community of Lawrence Tavern, a village occupying a ‘rugged inland
area’ 20 miles from Kingston.78 With the initial 1959 surveys providing the baseline data,
the population was used for a number of research purposes, most of which related to car-
diovascular disease.79 The hypertensionwork, however, had initially been oriented towards
intervention in the debate about essential hypertension emerging in Britain between
George (later Sir George) W. Pickering and Robert Platt during the 1950s.

Thebasisof thedebatehasbeenexplored thoroughlyelsewhere.80 In short, Platt, through
his studies of clinical populations with malignant hypertensive disease, had argued that es-
sential hypertension was a discrete disease entity. Assessing his patients and their relatives,
he proposed that the condition occurred bimodally as the result of a largely Mendelian in-
heritance, ensuring that individuals either suffered from the condition or did not. Pickering,
by contrast, surveyed blood pressure in non-hypertensive hospital populations, and framed
blood pressure as a continuously distributed variable. Hypertensive disease for himoccurred
at the upper end of the scale. According to Pickering, therefore, the aetiology of the condi-
tion was a mixture of polygenic inheritance and environmental influence, and significant
debate emerged in relation to explaining the quantitative relationships found, particularly
between relatives.81

75Thomson,Half a Century ofMedical Research,Volume
Two, 220.

76TNA, ‘Proposed Unit for Research in Epidemiology in
Jamaica’, 1960, 2; Committee of Privy Council for
Medical Research, Report of the Medical Research
Council for the Year 1961–1962, 19.

77Ibid., 157.
78W. E. Miall, E. H. Kass, J. Ling and K. L. Stuart, ‘Factors
Influencing Arterial Pressure in the General Population
in Jamaica’,BritishMedical Journal, 1962, 2, 497; TNA,

FD20/38, ‘Director’s Report: Epidemiological Research
Unit, Jamaica’, 1970, 6.

79Ibid.
80Carsten Timmermann, ‘A Matter of Degree: The Nor-
malisation of Hypertension, c.1940–2000’, in Wal-
traud Ernst, ed., Histories of the Normal and the
Abnormal: Social and Cultural Histories of Norms and
Normativity (London: Routledge, 2006), 245–61.

81For instance, see the debate in The Lancet:
G.W. Pickering, ‘TheNature of Essential Hypertension’,
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Miall’s entrance into this exchange began whilst at the PRU. Both he and Cochrane had
previouslyworkedwith Pickering.Miall hadworked briefly as Pickering’s House Physician at
StMary’sHospital during1950,whilstCochranehadbeenPickering’s collaborator aspart of
a team at the University College Hospital; a team which included such present and future
luminaries in British medicine as Sir Thomas Lewis (head of the renowned Clinical Research
Department at UCH), Harold Himsworth (later Sir Harold Himsworth, Secretary of theMRC
from 1949 to 1968, and Chair of both the CMRC and TMRB during those years), and Philip
D’Arcy Hart (who, along with Pickering, would work with Miall and Cochrane on their re-
search at the PRU).82 Miall in particular had shared Pickering’s interest in blood pressure,
and sought to use his connections with the Welsh communities to engage in the debates
about hypertension through longitidunal studies of ‘normal’ (i.e. non-clinical) populations.
Such research assumed even greater significance once surveys likeMiall’s had linked certain
levels of blood pressure with cardiovascular disease—one of themajor concerns of Britain’s
new public health.83

By 1959,Miall had come to agreewith Pickering that hypertensionwas a quantitative ab-
normality of arterial pressure, and that it was polygenically inherited. He had, however, also
noted several possible influences on arterial pressure in the population, including age, occu-
pation, salt intake, and parity (for both men and women).84 This work was extended into
Jamaica, not just as a means to standardise research measures for arterial pressure, but
also to test his theories in a population with different social and biological compositions.
As noted in Miall’s first co-authored publication from this work, research in the USA and
the West Indies had suggested that ‘the arterial pressure in negro populations is higher
than that forwhitepopulations’, but ‘the relative contributions of environment andgenetics
have still to be defined’.85 As tests for arterial pressure could vary between surveys and
observers, Miall used the same staff and examination techniques as in Wales. In doing so,
he hoped to rule out potential biases when ‘determin[ing] the magnitude of differences
in blood pressure between negroes in Jamaica and whites in South Wales’ and thus be
best placed to ‘determine whether such racial differences in arterial pressure as might be
found were explicable in terms of difference in the nature or magnitude of environmental
or genetic factors’.86

Althoughdiscussing ‘environmental’ causes,Miall andhis teamconsidered thesebroadly,
taking in housing conditions, diet, employment type and income, as much as climate and
terrain. The survey tried to ‘match’ these factors in rural and urban Jamaicans, although
with some difficulty.87 Nevertheless, Miall concluded that the research in Jamaica served
to support many of the findings from the Welsh survey.88 Parity and age both appeared
to influence pressure to some degree, and average regression scores for relatives

The Lancet, 1959, 274, 1027–8; Harry Keen and Geof-
frey Rose, ‘The Nature of Essential Hypertension’, The
Lancet, 1959, 274, 1028–9; Alwyn Smith, ‘The Nature
of Essential Hypertension’, The Lancet, 1959, 274,
1029.

82William Miall, ‘WEM’s memoirs’, Unpublished Manu-
script, 34. Available online: <http://prism.bham.ac.
uk/%7Emiallrc/private/WEM_memoirs.pdf>,
accessed 6 September 2015.

83W. E.Miall, ‘Follow-up Study of Arterial Pressure in the
Population of a Welsh Mining Valley’, British Medical
Journal, 1959, 2, 1204–10.

84Ibid.
85Miall et al., ‘Factors Influencing Arterial Pressure in the
General Population in Jamaica’, 497.

86Ibid.
87Note, for instance, the problemswith urbanmigration
and homelessness: ibid., 497–8.

88Ibid., 497–506.
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matched those found in theWelsh populations, thereby ‘add[ing] further weight to the evi-
dence that arterial pressure, if inherited at all andnotmerely similarly influencedwithin fam-
ilies by common environmental factors, is polygenically determined’.89 Despite supposed
racial difference, that is, Miall concluded that common genetic or environmental factors
were most likely to influence blood pressure as a universal principle.

That the article appeared in the prestigious British Medical Journal (BMJ) was not just a
reflection of the periodical’s broader interest in chronic disease research in tropical loca-
tions.90 It also symbolised Miall’s grounding in British debates about arterial pressure and
hypertension. Indeed,heandhis colleagueshad targeted theBMJpreviously, andcontinued
to target it as a site for important work arising from theWelsh communities.91 The authors’
decision to aim for the Journal,moreover, also earned the article a broaddomestic and inter-
national audience. Researchers in Britain, theUSAand other former colonial locations refer-
enced the Jamaican research in their own work, including it in discussions about the
importance of social and genetic factors in blood pressure levels.92 Along with rural–urban
comparisons in Britain, these investigators referred toMiall’s team’s finding that rural Jamai-
cans hadhighermeanbloodpressure than their urban counterparts, and followedMiall and
his colleagues in comparing American and African research with the Jamaican work. They
also drew the same conclusions about the importance of age, and common genetic and
social influences on blood pressure, here providing a means through which knowledge
returned to the colonies to influence domestic debates.93

In later work, published before his return to the UK in 1971, Miall seemed to change his
opinion on certain aspects of blood pressure. Research in Pacific Island populations (with
Australian funding, but also some support from the Nuffield Foundation), had indicated
that pressure did not always increase with age, giving greater potential significance to
social and environmental influences.94 By contrast, maintaining connections with the ERU
in South Wales, further analysis of the Welsh data lead Miall to suggest that there might
be some self-propelling factor at play in the rising pressures over time. Accepting the
Pacific Island conclusions that increaseswere not always inevitable,Miall instead suggested
that over a certain threshold, increases in pressure were proportional to the base finding.
That is to say, though still finding some role for environmental factors, Miall proposed
that over the same period of time, individuals with higher pressures would experience
greater increases in pressure than did individuals with lower pressure.95

Follow-up work from Jamaica appeared to disprove this theory and reassert modifiable
factors underpinning pressure levels. Rather than the expected changes, this research

89Ibid., 505.
90See discussions of tropical diabetes above, and inclu-
sion of heart disease research below.

91For instance: Miall, ‘Follow-up Study of Arterial Pres-
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Community’, British Medical Journal, 1969, 4, 654.
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indicated that systolic pressures increased less thananticipated,whilst diastolic pressures ac-
tually fell over time.96AndalthoughMiall’s team initially tried towrite off this deviationas an
artefact of survey methods and treatment, the puzzling connection between time, age and
environment persisted in discussions of hypertension.97 Indeed, Miall was careful about
drawing causal relationships from associative trends, and for him, as for others involved in
hypertension research in the post-colonies, the challenge remained to locate the threshold
at which pathology began, and to find the triggers involved.98 Research into non-Western
populations would thus continue to find importance here.

Transmitted through lectures and collaborative research projects, the later ERU research
into cardiovascular disease more broadly was also of interest to British and international
organisations. In 1972, for example, the internationally renowned cardiovascular epidemi-
ologist, A. G. Shaper, delivered the prestigious Milroy Lectures at the Royal College of Phy-
sicians of London. Shaper had qualified in Cape Town, but had been in receipt of MRC and
British state funding since the 1950s, working in Uganda until 1970, and then in various
London institutions until retirement in 1992.99 His lectures were grouped under the title
‘Cardiovascular Disease in the Tropics’, but Shaper was explicit that ‘the differences in
natural history made evident from tropical experience give a perspective on disease in our
own community that we cannot possibly obtain from studies limited to our own environ-
ment’.100 Research not just from Miall’s Unit, but from various international sources, was
used to make the case for the importance of environmental and social causes of cardiovas-
cular disease, particularly in the instance of hypertension.101

Through connections to the elite of British epidemiological andgeneral practice research,
moreover, Miall’s and Shaper’s claims were repeated in large-scale review literatures, such
as Julian Tudor-Hart’s 33-page review on managing hypertension in general practice in
1975.102 As another graduate of the southWales Pneumoconiosis and Epidemiological Re-
search Units, Hart would have been familiar with Miall’s work, and used it along with
Shaper’s to discuss the importance of parity, salt intake, age, genetics and previous blood
pressure when assessing patients.103 Beyond this, as a well-respected general practitioner
and researcher, Hart worked in influential institutions in British medicine, bringing this
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above a threshold of 160 mm Hg systolic and/or
95mm Hg diastolic) increased as expected:
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broad knowledge of arterial disease, for instance, to Royal College of General Practice ad-
visory bodies for preventive health.104

Indeed, the colonial impact on British medicine may also have been carried over in less
obvious ways. Both Miall and Shaper returned to the UK in the 1970s, and both went on
to carry out further work in cardiovascular disease in British MRC institutions. After 10
years in Jamaica, Miall found employment at a new MRC institution at Northwick Park.
Whilst there, he served as Scientific Secretary to an expansive and incredibly influential
MRC trial on the treatment of mild hypertension, based in general practice.105 Whilst the
origins of the trial lay far beyond Miall himself—in the politics of the MRC, as well as in a
mixture of commercial practices, scientific research, and clinical experiences—colleagues
in Miall’s Jamaican Unit had interestingly undertaken much smaller therapeutic trials in
mild hypertension during the 1960s.106 Similarly, Shaper’s continued linking of individual
and environmental risk factors in cardiovascular disease on his return to the UK also hints
at the enduring influence of his colonial experience.107 He became involved in the
MRC-fundedBritishRegionalHeartStudy,andpublished importantworkaroundhigh-density
lipoprotein (HDL) cholesterol. Crucially, though, lowHDL cholesterol was at that point in time
considered a potential risk factor for ischaemic heart disease in light of work by another
PRU graduate with Caribbean research experience, George James Miller.108 The continued
entanglement of post-colonial and British research institutions and questions into the
1970s, then, reflected the deep connections between metropole and colony forged during
the late colonial interest in chronic disease of the 1950s. And researchers like Shaper and
Miallwereable to rise to the topsof their profession throughcolonial andpost-colonial experi-
ences that had been predicated upon these colonial interests and research frameworks.

Conclusion
Miall’s departure from the ERU threw the Unit’s future into question. The Board had
known for some time that Miall did not intend to stay in Jamaica indefinitely, and had
began seeking replacements two years prior to his leaving.109 In fact, concern about the

104Royal College of General Practitioners, Report From
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General Practitioners, 1981).

105Tom Meade and Stan Peart, ‘Obituary: William Einar
Miall’, British Medical Journal, 2004, 329, 295.
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J. A. Nicholson, ‘Outpatient Treatment Trial of Mild
and Severe Hypertension’, British Medical Journal,
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108As well as work done by his brother Norman. S. J.
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1986, 292, 515–9. On Miller’s movements: Tom
Mead, Norman Miller and Peter MacCullum, ‘Obitu-
ary: George James Miller’, BMJ Online, 2007. Avail-
able at: <http://www.bmj.com/content/334/7596/
753.5>, accessed 5 September 2015. Part of
Miller’s research in the Caribbean was a follow-up
to theHDL research, asMiall’s had been for hyperten-
sion: TNA, FD 20/70, George James Miller, ‘Myocar-
dial Ischaemia, High Density-Lipoprotein and
Coronary Risk Factors in Trinidad (Grant Supplement
Request)’, 1978.
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potential loss of another research site led Boardmembers to consider opening a newUnit in
the Caribbean. Evoking a sense of old imperial strategy and geopolitics, they argued that
political instability elsewhere in the tropics had reduced potential sites of British access,
whilst experience with institutions in East Africa had demonstrated that ‘indirect control
may become dangerously ineffective’.110 Establishing a new Unit, it was proposed, would
not only provide ‘an important centre of medical research in the tropics’ but also ‘give the
Council an overseas base in a shrinking world’, an ‘extra insurance against possible deteri-
oration of the present’.111 Ultimately, the old Rockefeller laboratory at the centre of the
Board’s plans was taken over by the Pan-American Health Organisation and remade as
the Caribbean Epidemiology Centre.112 The Board did find a new Director for the ERU,
but he left after becoming sceptical about the value of further chronic disease research in
the Caribbean.113 Having invested so much in the Unit, though, the Council decided to re-
formulate it as the MRC Laboratories (Jamaica) (on the lines of another institute in the
Gambia), and it redirected research towards sickle cell anemia—another disease of interest
to post-colonial Britain.114

Cardiovascular disease and chronic disease epidemiology did not disappear from the
agenda completely, however. TheMRC supported its scientific staff to work at internation-
ally funded institutions on shorter-term programmes. As noted, George Miller worked at
PAHO’s Caribbean Epidemiology Centre, during the second half of the 1970s. And Miller
himself was central to establishing an important longitudinal study in Trinidad—the St
James’ Heart Study—run in collaboration with the US Centres for Disease Control and Pre-
vention, aswell aswith theWHO. Furthermore, itwas a studywhich received funding froma
broad range of actors, including PAHO and the Government of Trinidad as well as the
MRC.115 In fact, the study was not the only large-scale enterprise in this mode, with other
work in this direction carried out in East African territories.116

The involvementof theWHOandnational governmentdepartments in this latter research
of course raises important questions about the coloniality of the work undertaken after the
endofempire. InTrinidad,aselsewhere, international institutions like theWHOworkedwith
independent states—sometimes at the invitation of the latter—whilst they also played vital
roles in the publication of research results.117 Moreover, British research in former colonial
locations would also appear in major international periodicals. For example, alongside

110Ibid., 2–3.
111Ibid., 16.
112TNA, FD 20/57, ‘The Caribbean Epidemiology Centre

(CAREC)’, 1975, 1.
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on the Epidemiological Research Unit, Jamaica’,
1973.

114Medical Research Council, Annual Report, April
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Nigeria’, 1976; G. J. Miller, G. H. Maude and
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insulin Dependent Diabetes Mellitus and Associated
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munity: The St James Survey, Trinidad’, Journal of Epi-
demiology and Community Health, 1996, 50,
497–504.

116TNA, FD 20/37, ‘Report on a Visit to East Africa’,
1970, 2.

117Despite interest from the TMRB and Overseas Devel-
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Rockefeller-funded virus laboratory, the Trinidadian
government invited PAHO to assume control: TNA,
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publishing in The Lancet and the Bulletin of theWorld Health Organisation, the teams from
the Epidemiological Research Unit also published the results of follow-up studies in
US-based journals with transnational readerships, like the Journal of Chronic Diseases.118

Likewise, figures like Miall engaged with WHO expert committees and scientific confer-
ences, taking part in networks beyond nation and empire.119

Given the way in which British medical scientists assumed roles in networks of exchange
on various scales, and in light of how research in post-colonial locations was referenced far
beyond its initial site of production, does this mean that British research should be read in
terms of other conceptual frameworks? Perhaps as forms of international or global medi-
cine? I would suggest not. As has recently been emphasised by Sarah Hodges and
WarwickAnderson, colonial structures underpinnedboth the careers of the researchers dis-
cussed here, and the manner in which their research was conducted, during and after the
end of British imperial rule.120 On the one hand, researchers engaging in international net-
works were able to do so precisely because their colonial careers gave them recognised ex-
pertisewith conditions andpopulations in former colonial locations. Themove fromcolonial
medical to international health structureswas, of course, not unusual, and even in instances
where researchers moved from one site to another, continued colonial links could bemain-
tained.121 Miall, for instance, was invited to participate in a conference in New Zealand
towards the end of his Jamaican stay, to ‘advise theWHOon the potential use of themigra-
tion going on from the Polynesian islands into New Zealand in assessing the effects of the
changes in the environment on cardiovascular disease’.122 Here, then, he swapped
former colony for former dominion.

On the other hand, research structures themselves retained their colonial shape. British
research continued to flow to and from strategic points in the post-colonial world, largely
determined by where advantageous relationships could be maintained after empire.
These links provided a means for the post-war epidemiological interest in the power of dif-
ference to continue tomaponto colonial geographies beyond colonialism. Research contin-
ued to be performed on populations and disease profiles that provided an ‘other’ for the
British population.Opportunities and a sense of utility in post-colonial visionswere thus per-
sistently tied to these interests, and knowledge returned to Britain in exchange.

Of course, state institutionshadplayeda significant role inmakingbodiesuseful ‘athome’
in the twentieth century, and trials themselves could be seen as a colonisingpart of biomedi-
cine.123 Yet, the colonial nature of British encounters in the previous colonial territories can
be seen in theway that actors used British national interest and colonial difference to justify
and encourage research, aswell as in the power relations that framed such engagements. In

118Charles du Florey, R. D.G.Milner andWilliam E.Miall,
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both the questions asked and the knowledge gained, a colonial heritage thus left an indel-
ible mark on supposedly metropolitan knowledge. And this colonial edge was defended at
the very heart of the British scientific infrastructure by major figures like J. N. Morris, who
argued during an important MRC policy review in the 1970s that:

Since the end of the last war increasing attention has been given to the study of non-
infectious diseases in the tropics. It quickly became apparent that there are remarkable
differences between tropical and temperate countries, and within the tropics, in the
pattern and distribution of some diseases. Analysis of such differences provides an im-
portant opportunity for a better understanding of the aetiology of these diseases, and
may therefore bring direct benefits to medicine in the UK.124

To be sure, the outcomes of colonial research for UK medicine varied, particularly where
ideasof raceandethnicity inmedicinewereconcerned.Although interested inbothheredity
andenvironment, thequestionof race framedmuchof the researchacross international and
post-colonial networks. Comparisons were not always between a supposedly developed
white British population and an homogenised ethnic other. Foreshadowing contemporary
practice, for instance, the ERU teamusedblack populations in the colonies as points of com-
parison for others in different parts of the world. Thus black populations in the Caribbean
were compared with African American groups in the USA, as well as with communities in
West Africa, primarily on the grounds that researchers presumed they would all share a
genetic heritage.125

As Roberta Bivins has recently argued, when tropical populations were transplanted to
Britain, this interest in biological population differences became the grounds for discussing
pathology.126 Despite a long tradition of migration, changes in the body politic of Britain
became significantly more visible during the close of Empire.127 Initially, migrant communi-
ties were discussed in medical—and political—terms in relation to various epidemics of dis-
eases that Britain had allegedly conquered in decades past.128 By the 1970s and 1980s,
however, doctors could no longer ignore the presence of black and Asian populations in
British chronic disease clinics, and clinicians organised prevalence surveys and research pro-
grammeswith the aim of determining resource implications for theNHS.129 Emergent from
thiswork, however,was adistinct interest in ethnic differences in ‘susceptibility’ (rather than
in universal risk factors), anddiscourses of race and ethnicity drewupon researchperformed
in colonial and post-colonial locations as sources of comparison oncemore.130 Indeed, as in
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125Ian Whitmarsh, ‘Hyperdiagnostics: Postcolonial
Utopics of Race-basedBiomedicine’,Medical Anthro-
pology, 2009, 28, 285–315.

126Bivins, ‘Coming“Home” to (post)ColonialMedicine’,
6–18.
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1985, 291, 1081–5.
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the researchandcareofother conditions, anumberof thedoctors involved in suchworkhad
previous colonial and overseas experiences, and brought back their networks and interests
with them.131

Yet, as the history of British cardiovascular disease epidemiologywould suggest, it is clear
that comparisons between supposedly similar ‘racial’—later ethnic—groups also provided
researchers with the means to compare the affects of environment and social structure
on disease.132 That is, to find potentially universal causes for Britain’s ‘modern epidemics’,
and thus to influenceBritishmedicine for thewholepopulation.Whilst not a central focus of
post-war state-funded research in colonial and former colonial locations, chronic disease re-
search in these sites undoubtedly left amark on the research practices and knowledge base
of British medicine. It is a history which historians of colonial and metropolitan medicine
would greatly benefit from exploring further, and which historians of Britain’s own ‘new
public health’ could integratemuchmore convincingly into existing, non-hierarchical narra-
tives of national and international medical change.
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